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consequence was that the anus, complete with sphincter mechanism, was buried, and the only sign of it was a track leading forward for varying distances under the skin of the perineum and up along the undersurface of the peniN. Following this track backwards led to the anus, which was then incised backwards and dilated.
The group without sphincters were far more difficult problems, and were best described as agenesis of the rectum. They fell into two groups, those with fistuhe and those without. In the male the commonest situation of a fistula was into the prostatic urethra, and in the female into the upper portion of the vagina. He recommended a primary transverse colostomy, which would enable the child to develop, followed by a pull-through operation to bring the lower end of the bowel down through a hole stretched (not cut) in the floor of the pelvis. The common iliac situation of colostomies in these cases made subsequent operations extremely difficult.
He considered that the good results gained by the common dissection up through the perineum were obtained in cases of covered or microscopic anus, and that this procedure should never be done as an exploration since it was apt to wreck the pelvic floor, on which alone rested any hopes of continence in agenesis of the rectum.
Boston, Massachusetts IN 1953 one of us (N. W. S.) reported to the American Proctologic Society a study of pilonidal sinus disease based on a large series of cases collected from its members. At that time a definite trend was apparent-a trend away from block excision and toward limited excisions, marsupialization, and partial and primary closure operations. According to the literature and our own experience, this trend has continued in America, and apparently in the United Kingdom. This trend has resulted primarily from a better understanding of the origin and pathogenesis of this condition.
In 1954 Davage [1] reported the results of a histologic study on a series of patients with ' [4] that pilonidal sinuses are better explained on an acquired, nondevelopmental basis than by any congenital or neurogenic theory.
Pathologists have long been aware of the high incidence of hair shafts in pilonidal sinuses, but none has found a hair follicle in the lining of such a cyst or sinus. Since our original contact with Davage's provocative discussion of this disease, we are convinced that the majority of pilonidal sinuses-if not all-result from the penetration of hair shafts through the skin in the sacrococcygeal area. The passage of these foreign bodies through the skin of a frequently moist and easily contaminated area, which does not have a horny layer, allows the introduction of infection and creates a cyst, sinus or both. The so-called "jeepg4isease" of the last war is a striking exam, of Davage's reasoning. The role of infectio'n, particularly in those cases in which the operative wound fails to heal, is also becoming increasingly significant to us.
As a result of a large civilian and Army experience with block excisions, marsupialization procedures and partial closures, it has long been our belief that operation for the cure of pilonidal sinus disease should consist of three parts: removal of a minimal amount of tissue consistent with removal of the disease; restoration of the tissues to as near normal as possible by arranging a normal amount of tissue between skin and bone, and primary closure of the wound with a minimal scar to prevent the subsequent introduction of hair and infection.
The majority of surgeons at the Lahey Clinic have followed this policy since 1942 [7] , using a modification of the techniques first described by Shute [6] and Pope [5] . Our Fesults are not perfect, but they continue to improve. Our occasional failures to obtain primary healing invariably result either from attempting this procedure in the presence of inadequately drained and infected wounds or from some technical error allowing the post-operative introduction of infection or a foreign body.
Preliminary incision and drainage of acute
infection is obviously necessary. The laying open or unroofing of inadequately drained, chronically infected sinus tracts should also be performed preliminary to excision and primary closure of the wounds. In many instances, as Zimmerman [11] of our Society has mentioned, further definitive surgery will not be necessary. In our experience with many of the more extensive processes, disfiguring and at times painful When preliminary incision and drainage or the unroofing of sinus tracts is necessary, an interval of three to six weeks is desirable before further intervention is attempted. During this period, the reduction of infection is facilitated by frequent shaving of the area and by the use of detergents, as was mentioned by Victor Tucker [10] several years ago. On the advice of our dermatologists, we have reduced the use of sitz baths. Wounds should be kept clean and dry for infection flourishes in moist areas. This is a basic dermatologic principle which many surgeons have failed to heed.
During this interval, or post-operatively, we have given an epilation dose [9] of X-rays to a small number of patients, particularly to hairy individuals, when shaving seems to be inadequate to control the growth of hair in the area. A total of 375 roentgen units directed to the edges of the carefully shielded wound has been satisfactory for temporary epilation.
Pre-operative preparation includes cleansing with soap and water, meticulous shaving and administration of a cleansing enema. Antibiotics are not used routinely either before or after operation.
The technical details of our operation of excision and primary closure are shown in Fig. 1 . First, a narrow elliptical incision extended a short distance beyond the disease process and carried down to the presacral fascia is made. If sinus tracts are present some distance from the mid-line, they can be removed with a "V"-shaped excision, and this lateral tract primarily closed.
Heifetz [3] has recently recorded cases in which he used a technique somewhat similar to ours, and reported 50 consecutive patients treated by excision and suture with primary healing in all instances. In his procedure, after the elliptical incision has been made, the skin edges are closed to prevent soiling of the wound by any material expressed from the cyst or sinus tracts. The next step in our technique is to free up the fascial attachments along the coccyx and lower sacrum, dissecting directly out into the gluteal muscles a sufficient distance so that the fascial attachments can be brought together without tension over the sacrococcygeal area to the mid-line. During this dissection, brisk bleeding may be encountered from large veins arising along the bony structures. Ligation of these with fine catgut may be necessary. Our policy, however, is to avoid catgut or other suture material in these wounds when possible. We have found that temporary packing with moist gauze will stop bleeding within a short period and the operation can be completed in a relatively dry field.
Wire retention sutures are inserted through all layers of the wound, in order to approximate the wound edges in the mid-line without tension. These sutures are intentionally not anchored to the presacral fascia; they are placed to keep this a sliding musculofascial graft, not anchored at any point.
The musculofascial structures are approximated in the mid-line with fine chromic catgut.
Inverted sutures of fine wire are meticulously placed to obtain accurate approximation of the skin edges. This requires considerable attention, since apposition of the skin edges in the intergluteal cleft is essential to prevent the postoperative introduction of infection.
The retention sutures are then snugly tied over a gauze pack, and the buttocks are strapped together with adhesive. This allows additional pressure on the wound area, eliminates dead space, and further relieves tension on the skin and fascia.
At the end of six or seven days the retention sutures and the gauze pack are removed, the wire sutures in the skin being removed a day or two later.
These patients are kept on a liquid diet for a few days. Tincture of deodorized opium is given so that the first bowel movement will be deferred for six to seven days after operation.
We employed a variety of operations in the 123 cases of pilonidal sinus disease reviewed in our earlier study (1946) (1947) (1948) (1949) (1950) (1951) (1952) [8] . Excision and primary closure were performed in 72 cases, and in 14 primary healing had not been obtained in fourteen days. In our more recent series (1952) (1953) (1954) (1955) (1956) (1957) 26 of the 65 additional patients were operated on by this technique. At the end of two weeks only 2 had not obtained primary healing. Only 2 of 188 patients have required further surgical intervention.
Hardaway [2] , reporting his extensive Army experience, stated that in the U.S. Army between 1942 and 1945 a total number of patients equivalent to five infantry divisions was admitted to Army hospitals with pilonidal sinus. He has come to the conclusion that since it is primarily the result of ingrown hair, trauma and poor personal hygiene, the all-important factor in managing this condition is the institution of proper hygienic measures, and not surgical excision of any type. He states that these concepts of the origin of pilonidal sinus and its management are shared by the surgical consultants of the British Army who have had an experience similar to his.
softening and suppuration, with subsequent discharge. It is characterized by the formation of abscesses, sinuses and undermined ulcerations. The sites are the cutaneous surfaces of the body where the apocrine sweat glands are located, namely, the axillary, sub-mammary, inguinal, genital and perianal regions. Confusion in terminology.-Until 1939, when Brunsting [2] published a paper in which he pointed out that the disease is more common than generally appreciated and has been obscured under such names as "furunculosis of tne axillas and buttocks", "abscess", "fistulous disease of the buttocks", "pyoderma" and "nonspecific granuloma", the diagnosis of hidradenitis suppurativa was rarely made. In fact, the name had been applied to the disease almost three-quarters of a century before Brunsting's paper, by a French surgeon, Aristide Auguste Verneuil [6] , who recognized by clinical observation alone the association of the abscesses with the location of the apocrine sweat glands. Pathogenesis.-Although it is almost universally accepted that hidradenitis suppurativa is related in some way to the apocrine sweat glands, there are those [1] who feel that the involvement of the glands is coincidental and secondary. Other than the presence of the apocrine glands, the so-called "sites of predilection" might be explained by lack of hygiene and by accumulation of moisture and generation of heat and friction in areas in which skin surfaces normally appose. It is also generally accepted that the disease has some relationship to endocrine activity and that persons who have hidradenitis suppurativa also have an acne diathesis.
Lending support to the premise that the apocrine sweat glands are primarily involved is the observation that the anal canal itself, which does not have any hair follicles and consequently no apocrine glands, is rarely involved by hidradenitis suppurativa. If the anus is involved it is an extension from a perianal abscess.
Sites of involvement.-In 388 patients studied by McQuarrie and myself [3] , the most common site was the axilla which was involved alone or in combination with other areas in 278 (72,) of the group. In these 278 patients the axilla alone was involved in 178 instances.
The second common site was the perianal region; this was involved in 125 patients (32%) of the group. In about two-thirds of this group (84 patients) there was coexisting single or bilateral axillary involvement and because of this the diagnosis of the perianal disease was rather simple. In the 41 patients in whom there was perianal involvement alone or in combination with scrotal or labial involvement, the clinical diagnosis was sometimes wrong; the correct diagnosis could be made only at operation. 4 of these 41 patients were proved at operation to have extensive anal fistulas with a primary source in the anus and multiple secondary openings. Several other patients had undergone an unsuccessful operation for pilonidal cyst disease or an anal fistula which actually proved to be hidradenitis suppurativa. Therefore, at least some so-called recurrent pilonidal cysts or anal fistulas are recurrent or new areas of hidradenitis suppurativa. Similarly, some of the "difficultto-cure anal fistulas" in which an anorectal source is not found are instances of hidradenitis suppurativa.
The mammary area was involved alone or in combination with other sites in 32 patients (8 %).
The groin was involved alone or with other parts in 92 patients and the back of the neck ip 44 patients.
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